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Predicting organizational readiness to implement HIV pre-
vention with couples using practitioners’ intentions: testing a 
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Abstract
Couple-based interventions may play a key role in ending the 
AIDS epidemic. Progress has been made in demonstrating 
successful implementation of both manual-based and web-
based modalities of couple-based HIV prevention in clinical 
trials. To ensure real world implementation, however, we need 
a better understanding of how best to prepare organizations 
to support such interventions. We sought to examine which 
domains of staff-reported organizational readiness predicted 
providers’ intention to deliver a couple-based HIV-prevention 
intervention. Organizational readiness was assessed at base-
line from 253 facilitators enrolled in a randomized clinical trial 
testing dissemination and implementation of a couple-based 
HIV prevention program (2007–2012). Consistent with current 
organizational-readiness theory, we measured general capaci-
ties; capacities specific to a couple-based intervention; and staff 
motivation to implement the intervention. We used multilevel 
regression models to examine the influence of these capacities 
on intention to implement at 6-, 12-, and 18-month follow-up, 
adjusting for staff age, education, role, years of service, and ran-
domized condition. Higher perceived organizational resources 
(B = 0.126, p = .028) and better staff motivation (B = 0.510, 
p = .009) were significant predictors of increased intention to 
facilitate Connect. Higher organizational resource availability 
and stronger motivation to facilitate the intervention are key 
domains that could inform administrator and staff training to 
strengthen readiness for couple-based programs. However, 
further research is needed to clarify the role of these domains 
regarding actual implementation.
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INTRODUCTION
Poised to end the epidemic by 2030, global AIDS 
researchers are calling for innovation in HIV pre-
vention implementation efforts. We now know that 
couple-based interventions are more effective in 
promoting protected sex, HIV testing, and mother-
to-child prevention treatment uptake when directly 
compared with interventions delivered to individu-
als [1]. Further, recent critiques of the gap in HIV 
care have highlighted the need to target linkage to 
and retention in HIV care for individuals living with 
the virus in order to avert more new HIV infections 
[2, 3], and this is best accomplished by working with 
individuals living with HIV and their main sexual 
partners together [1]. This evidence suggests that im-
plementation of couple-level interventions should be 
a priority in efforts to end the epidemic. Successful 
implementation of evidence-based couple-level inter-
ventions that promote linkage to and retention in 
HIV care for people living with HIV, as well as other 
demonstrated risk reduction behaviors regardless 
of HIV status, should result in reducing individual 
and community viral load and reduced exposure to 
higher risk behaviors among serodiscordant couples 
[4, 5]. As the locus of patient and client receipt of 
behavioral HIV prevention programming, leaders 
in community-based organizations are faced with 
how best to reduce barriers to implementation. 
Organizational facilitators of HIV prevention im-
plementation include alignment in views regarding 
the potential benefit of the program, knowledge 
about the program, having a planned implementa-
tion approach, a desire to change agency prevention 
approaches, adequate staffing, and organizational 
stability [5].
Implications
Practice: HIV services organizations may not 
need strong intervention specific capacities 
in order to succeed at implementation of cou-
ple-based HIV prevention, as long as staff has the 
motivation to implement and perceive that organ-
izational capacities are present.
Policy: Policy makers who wish to promote cou-
ple-based or other HIV prevention strategies 
may consider strengthening organizational level 
capacities within HIV service agencies, including 
provision of targeted funding to do so, as a first 
level of effort.
Research: Future research is needed to better 
delineate more specifically which organizational 
readiness domains influence and predict actual 
couple-based HIV prevention implementation.
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In a prior study, we described the successful imple-
mentation of a couple-level intervention following 
training in manual or web-based modalities [6]. 
Little is known, however, about the specific fac-
tors of organizational readiness that may predict 
implementation and how to direct agencies to 
improve readiness for such interventions [7–9]. In 
this study, we examine organizational readiness 
for implementation of Connect, a couple-based 
program endorsed by the U.S. Centers for Disease 
Control and disseminated through the Diffusion of 
Evidence-Based Interventions in their high-impact 
prevention program [10]; and the unique consid-
erations for organizational readiness needed for 
implementation of couples-based programs more 
broadly [6].
Measuring organizational readiness
Across multiple sectors (corporations, healthcare, 
government), organizational readiness, or the 
“extent to which organizational members are both 
psychologically and behaviorally prepared to imple-
ment change” [11], is a well-established predictor 
of program implementation [8, 11, 12]. Nilsen [12] 
refers to organizational readiness for change as an 
implementation theory in and of itself, while oth-
ers describe it as one stage in the overall process. 
Readiness assessment provides a foundation for 
change throughout the implementation process and 
as such is critical to any effective change strategy. 
Readiness can be considered or measured gener-
ally, in terms of the organization, or specifically, 
in terms of a particular program. We have focused 
on practitioner readiness to implement Connect, a 
couple-based intervention. However, little research 
is available on the development of system readi-
ness for evidence-based intervention implemen-
tation, including the steps that organizations can 
take to assess such readiness. Existing measures 
lack consistency in conceptualization and termi-
nology—limited evidence of reliability and validity, 
few empirical studies of the construct, and consid-
erable conceptual ambiguities and disagreements 
in terms of understanding and measuring readiness 
[11, 13]. Both Weiner and Gagnon, in recent com-
prehensive reviews, highlight that one measure. 
Lehman et  al.’s [14] Texas Christian University 
(TCU) Organizational Readiness for Change (ORC) 
includes both individual and organizational meas-
ures and has psychometric validity . The TCU 
emphasizes four areas of readiness: (1) motivation, 
(2) resources, (3) staff attributes, and (4) organiza-
tional climate.
In one of the most widely accessed manuscripts 
in the journal Implementation Science, Weiner et al. [8] 
argue that organizational readiness is a multilevel, 
multifaceted construct referring to members’ shared 
resolve to implement change (commitment) and shared 
belief in collective capability to do so (efficacy). They 
emphasize the importance of both general and staff-
level capacities, noting a need to attend to collective 
commitment (associated with staff attributes) and 
efficacy (associated with staff motivation). Through 
the lens of the Interactive Systems Framework [15] 
and the Quality Implementation Framework [16], 
Scaccia et  al. [17] build on the work of Weiner 
et al. and highlight that organizational readiness for 
change requires not only “general capacities” (staff 
perceptions of structural-level attributes) but also 
“innovation-specific capacities” (staff perceptions of 
capacity specific to the intervention, program, or 
new service to be implemented), as well as indi-
vidual-level motivation (defined by any number of 
variables, including the five attributes of innovation 
as set forth by Rogers [18]). This conceptualization 
uses the formula: R = MC2 (readiness = motivation 
× general capacity × intervention-specific capacity), 
emphasizing that motivation is not enough by itself; 
neither are general and specific capacities in the 
absence of motivation. The authors promote this as 
a heuristic as opposed to a theory, indicating that 
readiness may incorporate these variables in vary-
ing degrees, depending on the innovation or pro-
gram targeted and the specific circumstances of the 
agency and staff.
We empirically examine whether organizational 
readiness for change variables consistent with these 
new ideas increase intention to implement a cou-
ple-level intervention among 253 providers at 80 
HIV services agencies in New York State. Given 
the uniqueness and complexity of couple-based pro-
grams, and the skills required for a practitioner to 
implement such programs, we hypothesized that the 
intervention-specific capacities would be stronger 
predictors of intention to implement compared with 
general capacities or motivation.
METHODS
The current study used baseline and outcome 
data (6-, 12-, and 18-month follow-up) from an 
intervention trial (R01-MH080659) that examined 
implementation of Connect, a couple-based HIV-
prevention program [10, 19, 20]. Organizational 
readiness was assessed at baseline from the 253 
participating facilitators enrolled. Consistent with 
current organizational-readiness theory described 
earlier, we measured general capacities; capacities 
specific to a couple-based intervention; and staff 
motivation to implement the intervention. The out-
come, intention to implement, was measured over 
the three follow-up time points.
Full details for the main trial are reported elsewhere 
[6]. Connect is theoretically and empirically derived 
[21], with demonstrated efficacy in reducing risk 
among HIV-negative, HIV-positive, and serodiscord-
ant heterosexual couples [22, 23] and adaptations 
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population [24–26]. In 2009, the trial enrolled 253 
staff members in 80 services agencies in New York 
State to determine whether training and technical 
assistance (TA) using a Web-based modality [27] 
would yield greater adoption compared with using a 
manual-based modality. Eligible agencies were those 
providing HIV services in New York State; had “not-
for-profit” status in the USA; provided HIV prevention 
services to heterosexual men and women; and agreed 
to send at least one participating staff member to re-
ceive training on one of two versions of the Connect 
program (traditional or Multimedia). To recruit 
CBOS, we first identified the networks of HIV service 
agencies receiving state and federal funding in New 
York State, including Community Service Providers 
(CSPs) and Multi Service Agencies (MSAs). In add-
ition, we identified and contacted 145 agencies iden-
tified through five websites representing coalitions 
of HIV services organizations. To our knowledge, all 
of the CSPs and MSAs were duplicated within the 
145 agencies we independently identified. Seventy-
one of the 80 agencies in the final sample are among 
the 145 agencies that receive direct HIV prevention 
services funding from the NYSDOH AIDS Institute. 
This sample is generally representative of CBOs pro-
viding HIV prevention services in New York State. 
Each enrolled CBO was asked to identify one staff 
person as the “administrator” and up to five facilita-
tors to participate. HIV services agencies are highly 
variable in terms of their size, scope of service, and 
available financial resources. Given this variability, 
and the relatively small sample size, we decided that 
a matched pair approach would best guard against 
imbalance across arms after random assignment. 
Agencies were recruited, matched on key variables, 
and randomly assigned to two conditions (Web-based 
vs. manual-based Connect) [6].
Staff gave informed consent and completed an 
online baseline assessment. All participants received 
a 4-day face-to-face training session, followed by TA 
calls at 2 and 4 months post-training, and completed 
online follow-up assessments at 6, 12, and 18 months 
post-training. Institutional Review Board approval 
was secured for all study activities from the authors’ 
institution. Implementation findings indicated that 
the web-based modality did not yield greater overall 
implementation of the intervention compared with 
the manual-based modality [6].
MEASURES
Demographic characteristics measured included 
age in years, race, and ethnicity, preferred language, 
level of education, sexual orientation, number of 
years in HIV services, and primary job role (e.g., 
administrator, program coordinator, case manager, 
peer educator).
Outcome measures
In this analysis, we did not examine implementa-
tion, but rather intention to implement, which is the 
strongest cognitive predictor and proxy measure for 
implementation [28–31]. The reason was because 
the parent study implementation outcomes found 
that—consistent with diffusion of innovations the-
ory—there was slow movement toward actual imple-
mentation over the first 6–18 months post-training 
[32]. At the 6-, 12-, and 18-month follow-ups, only 
2.7%, 3.2%, and 8.2% of facilitators, respectively, 
reported implementing complete cycles of Connect. 
Implementation was increasing, but slowly. At the 
time of our study follow-up, the relative number was 
too small to provide a more meaningful outcome for 
the purposes of exploring predictors like readiness. 
This may have been due to several factors, including 
loss of funding at agencies due to the economic crisis 
of 2008–2010, or rates of uptake in general and the 
need for longer-term follow-up to capture implemen-
tation. Given the “low n” number, we suffer in imple-
mentation science due to challenges of conducting 
large-scale trials and the time it takes from training 
to implementation over time [33]. In this study, we 
will examine “intention to implement.” In a crit-
ical review of experimental evidence for intentions 
engendering behavior change, Webb and Sheeran 
[31] find that a medium to large change in intention 
engenders a small to medium change in behavior, 
thus intention has a significant impact on behavior, 
but the size of this effect is smaller than correlational 
tests suggest. We caution that we would not charac-
terize our focus on intention instead of implementa-
tion as due to a failed implementation attempt. Slow 
uptake does not designate failure. Instead, it under-
scores the importance of longer term (more than 
18  months) follow-up in implementation studies. 
We see the value in examining the utility of Scaccia 
et al.’s [17] organizational readiness heuristic given 
the uniqueness of this data set. Using intention as a 
proxy with strong empirical evidence for such proxy 
affords us the ability to examine what the experi-
ence of these 253 practitioners tell us about organi-
zational readiness components.
Intention to implement was assessed on an 
11-point Likert scale reflecting strength of belief 
(e.g., measured from 0 to 10, 10 being strongest) in 
this question: “I intend to implement Connect ses-
sions in the next six months.”
Predictor variables
Consistent with the heuristic readiness model 
described earlier, we measured (1) general organi-
zational capacities, (2) intervention-specific capac-
ities, and (3) practitioner motivation to implement 
Connect, as follows.
General Organizational Capacities were meas-
ured using an adaptation of the TCU ORC scale. 
Highlighted in recent reviews as among the few 
organizational-readiness measures with strong psy-
chometric properties [9, 11, 13], the ORC includes 
115 items representing 18 scales covering four 
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climate, and motivation. Items are measured on a 
five-point Likert scale, ranging from strongly dis-
agrees to strongly agree. Resources included 25 
items including, for example, the adequacy of 
Offices (four items, e.g., “facilities here are adequate 
for couple counseling”), Staffing (six items, e.g., 
“there are enough staff here to meet current client 
needs”), Training Resources (four items, e.g., “this 
program holds regular in service training”) within 
the agency (Cronbach alpha = 0.59). Staff attributes 
included 20 items including, for example, Growth 
(five items, e.g., “you have enough opportunities 
to keep your counseling skills up to date”); and 
Efficacy (five items, e.g., “you have the skills needed 
to conduct effective couple counseling” (Cronbach 
alpha = 0.69). Organizational Climate included 30 
items, for example, Clarity of Mission and Goals 
(five items, e.g., “staff understand how this program 
fits as part of the treatment system in your commu-
nity”), Staff Cohesiveness (six items, e.g., “staff here 
get along well”), and Staff Autonomy (five items, e.g., 
“management trusts your professional judgement”) 
(Cronbach alpha = 0.84). Motivation was measured 
at the intervention-specific level (discussed subse-
quently) but not from the ORC. Because review 
of the data indicated that some scale item values 
reflected poor reliability, some were dropped to 
strengthen reliability. The rationale, scale descrip-
tions, and psychometric properties of the ORC are 
reported in detail by Lehman et al. [14].
Intervention-Specific Capacities related to the 
couple-based intervention were assessed on an 
11-point Likert scale reflecting strength of belief 
(e.g., endorsement strength measured from 0 to 10, 
10 being strongest). These items were developed 
in consultation with our Community Collaborative 
Board members during study preparation and fol-
lowed conceptually and theoretically measures 
of organizational capacities. Intervention-specific 
resources included three items, e.g., “The time 
needed to conduct CONNECT will prevent the 
agency from implementing CONNECT” and “The 
cost of conducting CONNECT will prevent the 
agency from implementing CONNECT” (Cronbach 
alpha  =  0.78); staff attributes included four items, 
e.g., “I believe that I would be able to successfully 
implement the CONNECT intervention/interven-
tion” and “I would receive personal satisfaction from 
being able to implement CONNECT” (Cronbach 
alpha  =  0.90). Climate included five items, e.g., 
“Our agency management will not be supportive of 
implementing CONNECT” and “Our agency cli-
ents are not likely to be interested in CONNECT” 
(Cronbach alpha = 0.58).
Motivation was not measured using the TCU 
“motivational factors.” Instead, consistent with the 
theory and definition of motivation by Scaccia et al. 
[17], which defines motivation as intervention spe-
cific, we used the five items representing endorse-
ment of innovation attributes defined by Rogers 
[18], e.g., “I believe that including CONNECT in 
our prevention programming will improve our abil-
ity to reduce risk among heterosexual couples” 
and “I believe that I will see the contributions that 
CONNECT will make to our clients” (Cronbach 
alpha = 0.89).
Data analysis
Agency characteristics and provider sociodemo-
graphic characteristics were summarized using 
frequencies and means (standard deviations). 
Multilevel regression models of providers within ser-
vices agencies were used to examine relationships 
between baseline general and program-specific 
capacities and outcomes across time, adjusting for 
staff age, education, primary role, years of service, 
and randomized condition. Such models allowed us 
to account for within-agency homogeneity, or pro-
viders nested within agencies, using a random effect. 
We tested a model that included general organiza-
tional resources, staff attributes, and organizational 
climate, as well as program-specific capacities and 
motivation to implement, consistent with the heuris-
tic proposed by Scaccia et  al. [17]. Analyses were 
conducted using Statistical Analysis System (SAS) 
9.4 [34].
RESULTS
Agency and participant characteristics
A total of 80 HIV services agencies participated. 
The mean HIV/STI-prevention budget for all agen-
cies was $1,068,910 (SD = 3,940,797); the median 
was $362,500 (range: 0–$35,000,000). The mean 
number of full-time prevention staff in each agency 
was 18; the median was 9 (range: 0–216). Of the 80 
agencies, there was an average of three participat-
ing providers from each agency (range 1–7); four 
agencies had only one participating provider. Of 
the 253 participating study staff, most participants 
were female (71.5%), over 40 years of age (58.1%), 
and African American (41.1%). On average, partici-
pants had 3.7 (SD = 1.3) years of experience in HIV 
services and 5.4 (SD = 5.3) years of employment at 
their current agencies.
Outcomes
Table  1 shows the results of the multilevel regres-
sion model examining the relationship between 
each element of general and intervention-specific 
capacities and motivation on intention to imple-
ment the intervention. Higher general resources 
(B = 0.126, p =  .028), and better intervention-spe-
cific staff motivation (B  =  0.510, p  =  .009) were 
significant predictors of increased intention to im-
plement Connect. No other dimensions of general 
or intervention-specific capacities were found to be 
predictors of increased intention to implement. No 
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to be predictors of increased intention to imple-
ment. Overall, the average level of intention to im-
plement significantly decreased from 6  months to 
12  months follow-up by 1.3 points (B  =  -1.25, p < 
.0001), and from 12 months to 18 months follow-up 
by 0.50 points (B = -0.50, p < .0001).
DISCUSSION
Findings suggest that of all general capacities, 
organizational resources, in addition to staff moti-
vation, best demonstrated increases in intention to 
implement a couple-based intervention. Given the 
emphasis in the innovation literature on the lure 
of novelty in early adoption, we expected that ele-
ments of the intervention-specific capacities domain 
would have played a positive role in intention to 
implement this couple-based intervention—but the 
data suggest that they did not.
In a synthesis of the 25-year history of the DEBI 
program—dissemination of evidence-based interven-
tions for HIV prevention in the USA—Collins and 
Sapiano [20] point to the importance of agencies 
deciding whether they should focus first on building 
general or intervention-specific capacities. They re-
port that intervention-specific capacity building will 
not suffice to ready an agency for implementation 
if that agency also has a need for general capacity 
building; our findings support the need for general 
capacity building. Similarly, findings from a recent 
systematic review of organizational readiness and 
its relationship to innovation adoption in addiction 
services found that resources need to be more effect-
ively directed to addressing organizational deficits 
prior to engaging in a process of innovation adop-
tion. In other words, organizational capacity needs 
to come first [9].
Consistent with Scaccia et al. [17] and with Weiner 
[8], motivation (efficacy) was important to one’s 
intention to implement, as was stronger perceived 
organizational-level resources. Inconsistent with 
Scaccia, however, intervention-specific resources 
did not predict intention. We consider a number of 
possible explanations for this finding.
One explanation for this finding may be that 
HIV services agencies’ missions often combine a 
social-service agenda with a social change agenda. 
Witness, for example, that the evolution of many 
larger agencies began through much smaller task 
forces from individuals in the gay community, 
e.g., Gay Men’s Task Force, or for individuals who 
inject drugs. Strong social activism by communities 
working in and with these agencies throughout the 
1990s promoted improved access to and funding for 
Table 1 | Results of the multilevel regression model predicting intention to implement connect
Effect Estimate SE p-value
Age 0.000027 0.018 .999
Education (ref: High School) .383
 College/Technical 0.624 0.488 .202
 Graduate level or higher 0.240 0.514 .641
 Years of HIV Service (ref: Under 1 year) .689
 1–2 years 1.053 0.777 .176
 2–5 years 0.146 0.657 .824
 5–10 years 0.298 0.666 .655
 10+ years 0.214 0.661 .747
Primary role (ref: Administrator, program director) .572
 Case manager, social worker −0.354 0.466 .448
 Educator, counselor, trainer 0.348 0.435 .424
 Outreach worker, peer educator −0.012 0.667 .985
Multimedia condition (ref: Traditional) 0.223 0.408 .586
Time (ref: 6 months) <.0001
 12 months −1.254 0.214 <.0001
 18 months −1.727 0.220 <.0001
General Organizational Capacities
 Resources 0.126 0.057 .028
 Staff attributes 0.027 0.052 .605
 Organizational climate −0.054 0.050 .283
Intervention-specific capacities
 Resources −0.183 0.093 .051
 Staff attributes −0.069 0.207 .737
 Organizational climate −0.076 0.135 .571
 Motivation 0.510 0.195 .009
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antiretroviral medications. Historically, this collect-
ive social identity was formed in response to having 
shared experiences or having been similarly affected 
by HIV, making staff members at HIV services agen-
cies highly dedicated to their clients’ and commu-
nities’ needs [35]. Our study took place during the 
domestic and global fiscal crisis beginning in 2009 
when most participating agencies lost up to a third 
of their program funding and during a time when 
some HIV/AIDS advocates believe the domestic 
epidemic was largely ignored [36]. In the face of yet 
another assault on resources and community as part 
of a longer history of the HIV/AIDS crisis in the 
USA, these providers may have expressed an inten-
tion to provide services based only on their moti-
vation and their willingness to work with whatever 
organizational resources are available [35].
Another explanation may be that Connect was 
recognized by participating providers as yet another 
“DEBI,” an evidence-based intervention sanctioned 
by the Centers for Disease Control and Prevention 
(CDC) for implementation in a services setting. 
Since many participating staff already had experi-
ence with other DEBIs, there may have been a belief 
that they were being asked to assimilate and imple-
ment yet one more DEBI program, that despite it 
being a couple-based intervention, the fact that it 
was a packaged DEBI suggested that it was not so 
different than other, similar programs, and that the 
novelty of a couple-based intervention may not nec-
essarily require more couple- or program-specific 
resources.
Another explanation may be found in another 
study by the authors. In an examination of provider 
behaviors across 36 HIV services CBOs, we found 
that in those offering DEBIs, practitioners were more 
likely to engage in other evidence-based services, for 
example, active referral and linkage-making to the 
HIV Continuum of Care [37]. The organizational 
culture of offering DEBIs historically may influence 
intention to implement additional programming. 
We know that among the 80 participating agencies 
in the present study, most offered at least one DEBI 
at the time of recruitment into the study (mean 
and median  =  1, range was 0–7). Related to this 
explanation is the change in HIV prevention pol-
icy domestically during the trial. In 2011, the CDC 
initiated the High Impact Prevention policy, which 
fundamentally altered the landscape of prevention 
implementation nationwide by shifting the target 
and accessibility of funding to organizations and 
limiting the available scope of HIV prevention inter-
ventions [37]. Awareness of the shifting policy may 
have influenced participant perceptions with regard 
to the need for intervention-specific resources to 
implement the couple-based DEBI.
Participant characteristics (age, education, role 
in the agency, and years in HIV service), which are 
distinct from “staff attributes” in the organizational 
readiness literature, did not play an important role 
in intention to implement. This may have been 
due to some level of self-selection bias where only 
those with relative interest in implementing Connect 
selected to participate. Or again, the shared mission 
of HIV services providers discussed earlier may 
explain this phenomenon as well. We are unaware of 
HIV prevention intervention implementation stud-
ies to date that show participant characteristics like 
age or education significantly influencing outcomes.
Finally, findings may reflect the limitation of using 
intervention-specific readiness measures at baseline 
in an intervention trial when participants have not 
yet been exposed to the intervention. Intervention-
specific resources may need context to be accurately 
assessed. If, in the absence of an intervention train-
ing, participants were unaware of what resources 
might be necessary to implement the couple-based 
intervention, they may not be able to accurately 
assess this component.
Our work builds on the emerging science of read-
iness to implement evidence-based interventions. 
Our parent study suffered from slow implementa-
tion levels, adding to the “small n” problem noted 
by Proctor et al. [33], which challenges progress in 
implementation science. The notion of “slow imple-
mentation levels,” however, is also problematic in 
the sense that the field does not yet know just what 
“slow” means. What is an expected rate of uptake 
of a new program, specifically one on HIV preven-
tion? Connect uptake was consistent with that of 
other DEBI programs within HIV services agencies. 
To address this in the current study, we used the 
outcome of intention to implement to overcome this 
problem. Weiner suggests that organizational-readi-
ness strategies are equifinal; in other words, there is 
no “one best way” to increase organizational readi-
ness for change. Scaccia et al. [17] assert that while 
equifinal, readiness requires at least some presence 
of all three elements—organizational and interven-
tion-specific capacities and also motivation—to exist 
at all. Our study finds the presence of capacity in 
two of the three domains to be significant, leading to 
successful “readiness” to intend to implement.
Depending on the intervention, other general or 
intervention-specific capacities may be required to 
strengthen readiness. If Weiner’s assertion is true, 
we cannot necessarily argue that more of any one 
particular element of the missing capacities might 
strengthen readiness. We do know, from theory and 
empirical evidence, that strengthening intention is 
a prerequisite to actual implementation. The chal-
lenge may be in understanding how much—even if 
only a minimal amount—of any particular element 
or capacity is enough to predict intention to imple-
ment, and (ultimately) actual implementation.
Implied in our findings is the importance of 
offering training and TA to enhance these general 
and intervention-specific domains—staff attributes 
(sense of efficacy, growth, adaptability) and organ-
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autonomy, managerial support). Additional fund-
ing and time for training is nearly always a source 
of need for improved programming. Champions or 
other administrative leaders could emphasize the 
increased importance of couple-based interventions 
given the goals of ending the epidemic by 2030 and 
to engage more effectively and rapidly outcomes 
related to linkage to care and treatment as preven-
tion efforts. A  greater investment by funders for 
organizations to strengthen either organizational 
capacity/resources and/or intervention specific 
resources may serve to increase intention and actual 
implementation of couple-based HIV prevention 
over time.
Because we found in this study a reduced level of 
intention to implement over time, we recognize the 
need to maintain the level of motivation and enthu-
siasm for intervention implementation. To respond, 
we strongly recommend and endorse booster train-
ing sessions or additional proactive TA sessions 
to sustain (or improve) levels of intention and of 
implementation. We also recommend partnerships 
between intervention researchers and practition-
ers to continually innovate new ways to support 
implementation; empirically driven structures may 
inspire practitioners to adopt and implement evi-
dence-based interventions [38].
Limitations
The data are based on self-report, which can be 
biased or influenced by poor recall. While intention 
to implement is a strong proxy for implementation 
in theory, practical implications of findings based 
on intention are difficult to estimate. Further, the 
findings may have been influenced by measure-
ment. The challenges of measuring organizational 
readiness have been well documented [8, 9, 13]. 
Minor modifications were made to the TCU ORC 
subscales for use with HIV providers. Some subscale 
items were dropped due to multicollinearity and 
poor alpha levels. We believe, however, that these 
changes reflect better the organizational context of 
HIV services programs and that adapted measures 
are more relevant. We used new “intervention-spe-
cific” measures constructed by investigators con-
sistent with the literature and which yielded strong 
Cronbach’s alphas. Constructs in these domains 
overlap; they are not always discrete. This makes it 
more difficult to discern if they are truly “general,” 
“intervention-specific,” or “motivation” capaci-
ties. Future work is needed to examine these more 
clearly. Further, this study sought to test a model of 
organizational readiness empirically using data from 
this trial. We sought to specifically examine the role 
of organizational readiness components in imple-
mentation of a couple-based intervention within 
HIV services agencies. We did not set out to exam-
ine organizational readiness as one of many explana-
tory factors for implementation; hence we cannot 
estimate the relative influence readiness may have 
compared with other factors.
CONCLUSIONS
Practitioners’ access to training and resources sup-
porting more innovative and unique aspects of pro-
gramming, including a couple-based intervention, 
may not be essential for implementation as long as 
general resources and motivation are available. This 
may be good news for agencies interested in the 
innovation of promoting couple-based programs, or 
it may be a finding specific to the history and experi-
ence of HIV/AIDS services programs in New York 
City. Future studies of couple-based program imple-
mentation should examine the role of each element 
of these capacities as they influence intention to 
implement and actual implementation, as well as 
the ways in which they may vary but still succeed in 
predicting intention or implementation.
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